The occurrence of toxic reactions following the administration of mercurial diuretics is well known. Most authors divide the reactions into two categories, those which are immediate, and the delayed. It is the general agreement that the immediate, fatal reaction occurs only after intravenous administration of the drug.1 2' 5,6, 8. 9, 12, 17, 20, 21 Tnere iS abundant evidence, both clinical and experimental, that the death is cardiac in origin, with the mercurial acting directly on the myocardium, producing, in some cases, ventricular asystole, in others, ventricular fibrillation. 3, 6, 7, 11,12, 20 The opinion has been offered that the diseased heart in decompensation is particularly sensitive to the mercurials.' There have been offered numerous suggestions as to methods to be utilized in order to avoid fatal reactions,6 10, 17, 20 but one cannot escape the conclusion that interdiction of the use of the intravenous route is the only sure preventive measure.
A delayed reaction, occurring from 6 to 12 hours after the injection, is characterized by weakness, drowsiness, mental confusion, apathy, restlessness, and sometimes coma and death. The In an earlier report, Marvin"6 noted that chills, fever, sweating, and cyanosis may follow the injection; his paper referred to a mercurial "Merbaphen" which is, however, no longer utilized. Wolf and Bongiorno2" reported the most instructive case of a child of four with nephrosis who received 6 injections of salyrgan intravenously. After each of the first four injections there was a rise in temperature and malaise; after the fifth injection a morbilliform rash and anorexia appeared with the fever. The sixth time the drug was used, instant death occurred.
Case report
A 69-year-old white woman entered the hospital with the history of a seizure of sudden, severe, precordial pain radiating to the neck and down the left arm. Onset of pain occurred a few hours before admission.
The past history revealed that she had been a known hypertensive for ten years, and had been taking digitalis somewhat irregularly for many years. During this time, she had had frequent anginal attacks, with occasional bouts of acute cardiac decompensation.
Otherwise, her past history, family history, and a review of systems were non-contributory. There was no history of allergy.
When the patient was seen on admission, she was exhausted and somewhat confused, but in no acute distress. The blood pressure was 130/76. Temperature 990, pulse 84, and respirations 20. The head and neck were normal. There were bilateral basal riles posteriorly. The heart was enlarged to the left, with a normal sinus rhythm; no unusual murmurs, but a reduplicated first sound was heard at the apex. There was 3-plus edema as high as the knee. The urine and blood findings were within normal limits. Blood sugar was 68 mg.%, and the NPN was 31 mg.%.
The patient was placed on purodigin 0.3 mg. daily and was given an injection of 0.5 cc. of salyrgan intramuscularly. Fifteen minutes later the patient experienced violent shaking chills. The chills continued in paroxysmal form for a period of two hours, at which time, the temperature had risen to 103.60. Six hours later the temperature fell to normal.
At this time the patient volunteered the fact that on four previous occasions she had had a similar chill and fever following intramuscular mercurial injections. A review of her old record revealed this to be tme. She had been admitted to the hospital six months previously, at which time, following two injections of 2 cc. of salyrgan, the patient had similar episodes, i.e., chills and fever within 20 minutes after the injection, with temperature rising as high as 1050, and lasting approximately 5 to 6 hours. There was no rash, itching, urticaria, or joint involvement associated with these attacks. At no time during these attacks did the patient admit to having any symptoms referable to the cardiovascular system such as angina, palpitations, or breathlessness.
The repeatedly similar response by the patient, in addition to the fact that numerous other patients were being treated with the drug at the same time and giving no evidence of a febrile response, would exclude the possibility that contaminating pyrogens were the cause of the fever. A hypersensitive reaction, manifested only by chills and fever, and without the usual rash, urticaria, or joint manifestations seems to be the only acceptable postulate. In spite of the lack of reported fatalities following intramuscular injections, and even though a different type of mercurial might have produced no such febrile response, it was deemed unwise to subject the patient to the risk of utilizing further mercurial therapy. 
